Objectives: Trauma and posttraumatic stress disorder (PTSD) are associated with problematic parenting and incidence of trauma and PTSD in children of affected parents. In communities impacted by frequent trauma, parenting may be particularly important to children's PTSD risk. The authors examined relationships among maternal and child trauma and mental health, as well as problematic parenting. Method: The authors recruited 112 mother-child dyads (50 girls, 62 boys; ages 8 -12 years old) from a community sample of low-income, primarily African American families. They examined rates of trauma exposure and PTSD symptoms in mothers and children, the association of maternal trauma and PTSD with self-reported child abuse potential and parenting stress (i.e., parental distress, dysfunctional parent-child interactions, and perceived child difficulty), and the impact of maternal trauma, PTSD, and parenting on child trauma and PTSD. Results: Rates of trauma and PTSD symptoms were relatively high for mothers and children and included community and family violence. Maternal trauma and PTSD predicted child abuse potential, but only maternal PTSD predicted parental distress. Neither maternal trauma nor PTSD predicted parent-reported dysfunctional parent-child interactions or child difficulty. Maternal child abuse potential and child self-reported trauma, but not maternal trauma or PTSD, significantly predicted child self-reported PTSD. Parenting stress was not associated with child PTSD. Conclusions: Trauma and PTSD in parents may impact parental distress and child abuse potential, potentially increasing children's risk for not only the experience of child abuse, but also PTSD. Child and family interventions should consider child and parental trauma and PTSD as important factors to address.
trauma and PTSD in parents may increase trauma exposure in children (e.g., via child abuse potential) and at the same time impair children's coping strategies, as well as biological stress response, leaving children more vulnerable to the development of trauma-related psychopathology.
Trauma, Mental Health, and Parenting
The impact of parents' trauma exposure and mental health on parenting behavior has been documented across diverse study samples, including low socioeconomic status (SES) urban minority families and combat veterans in the United States (Cohen, Hien, & Batchelder, 2008; Ruscio et al., 2002) , war-exposed families in Palestine (Thabet, Ibraheem, Shivram, Winter, & Vostanis, 2009) , and families with parents who experienced trauma under the Khmer Rouge regime in Cambodia (Field, Muong, & Sochanvimean, 2013 ). Some studies demonstrate that trauma is associated with problematic parenting, regardless of trauma-related psychopathology (Cohen et al., 2008) . For example, in a sample of low SES urban minority mothers, lifetime cumulative trauma was positively associated with increased child abuse potential, physical discipline, psychological aggression, and punitiveness, even when accounting for PTSD (Cohen et al., 2008) . In addition, parental exposure to trauma is associated with a tendency to perceive one's child more negatively, such as perceiving the child to be difficult to manage or perceiving interactions with the child to be dysfunctional or disappointing, or to experience more distress in the parental role (Lang, Gartstein, Rodgers, & Lebeck, 2010; Thakar, Coffino, & Lieberman, 2013) . Negative perceptions of children and parental distress are associated with increased child abuse potential (Rodriguez & Green, 1997; Schaeffer, Alexander, Bethke, & Kretz, 2005) . Nevertheless, other studies suggest that trauma-related psychopathology best explains problematic parenting (Dias, Sales, Cardoso, & Kleber, 2014) . For example, children of combat-exposed veterans of the Portuguese Colonial War reported experiencing more childhood emotional and physical neglect, but only if the parents had also developed PTSD (Dias et al., 2014) . In addition, parental PTSD is associated with increased parental distress and decreased parental satisfaction (Berz et al., 2008; McDonald, Slade, Spiby, & Iles, 2011) . It is clear that trauma and mental health impact parenting behavior across many diverse study samples with variations in patterns of findings possibly attributable, in part, to varying sample demographics and trauma characteristics.
Child Trauma Exposure and Child Mental Health
Although it is important to understand the relationships among parental trauma, mental health, and parenting, the picture is incomplete without considering child outcomes. In a study of warexposed children from Bosnia-Herzegovina, children's adjustment was associated not only with actual exposure, but also with the mental health of their mothers (Smith, Perrin, Yule, & RabeHesketh, 2001) . Similarly, among Palestinian children, children's distress was associated both with exposure to war and with maternal trauma-related distress (Qouta, Punamaki, & El Sarraj, 2005) . On the other hand, in a study of traumatized children and adolescents in the United States, problematic parenting, but not parental mental health, was associated with children's self-report of symptoms (Valentino, Berkowitz, & Stover, 2010) . Moreover, low parental support and high parental stress mediated the relationship between child trauma exposure and PTSD and internalizing symptoms in samples of Palestinian children and African American and Latino children (Thabet et al., 2009; Whitson, Bernard, & Kaufman, 2015) . These studies demonstrate notable variability in findings related to the impact of parental mental health on and parenting on children's response to trauma.
Goals and Hypotheses
Although many studies address the impact of trauma and PTSD in families, few take into account traumatic exposure and PTSD symptoms for both parent and child. Furthermore, although some studies examine the impact of trauma in separate samples of low-SES urban minority mothers and children (e.g., Cohen et al., 2008; Fitzpatrick & Boldizar, 1993) , no study to date has examined rates of trauma and PTSD in both parents and children together in a low-SES predominantly African American sample.
The goals of the current study were to characterize the level of lifetime trauma exposure and level of PTSD symptoms in a community sample of low-income, primarily African American mothers and children, to examine the relationships among trauma, PTSD symptoms, and problematic parenting in mothers, and to examine the contribution of maternal trauma, PTSD symptoms, parenting, and child trauma exposure to child PTSD symptoms.
We hypothesized that maternal trauma, PTSD, and problematic parenting would be significantly positively correlated with one another and that, when examined together, both maternal trauma and maternal PTSD would predict problematic parenting. We also hypothesized that maternal trauma, PTSD, and problematic parenting would be positively correlated with increased child selfreport of trauma exposure and PTSD and that maternal trauma, PTSD, and problematic parenting would contribute child PTSD, even accounting for child trauma.
Method

Measures
Demographics form. The Demographics Form is locally developed and assesses participant age, self-identified gender, selfidentified race, education, and household monthly income. An additional subset of questions assess child age, child gender, parental status (i.e., biological mother, biologically related guardian, and nonbiologically related guardian guardian), and number of adults and minor children living in the home.
Traumatic Events Inventory. The Traumatic Events Inventory (TEI; Gillespie et al., 2009 ) is a 13-item measure of lifetime exposure. We created a total trauma exposure score by creating a sum of the number of different types of trauma to which participants reported exposures.
Modified PTSD Symptom Scale. The Modified PTSD Symptom Scale (MPSS; Ressler et al., 2011 ) is a 17-item self-report measure of current (past two weeks) symptoms of PTSD. The structure and content of the MPSS reflect the DSM-IV criteria for PTSD. We summed the MPSS frequency items to obtain a continuous measure of PTSD symptom severity ranging from 0 to 51. MPSS internal consistency for the current study was good (.92 ). This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
Child Abuse Potential Inventory-Second Edition. The Child Abuse Potential Inventory-Second Edition (CAPI; Milner, 1994 ) is a 160-item self-report measure of risk for perpetration of physical child abuse. Items include statements based on attitudes and parenting behavior that have been observed in parents identified as being physically abusive. Seventy-seven items contribute to an overall Abuse Potential score, and remaining items contribute to validity indices, including the Faking Good Validity Index. Abuse Potential scores were analyzed continuously. Internal consistency in this study for the Abuse Potential Scale was good (.92).
Parenting Stress Index-Third Edition, Short Form. The Parenting Stress Index-Third Edition, Short Form (PSI; Abidin, 1995) is a 36-item parent self-report measure of parenting stress with subscale for Parental Distress, Parent-Child Dysfunctional Interactions, and Difficult Child, as well as a Defensive Responding Index. The PSI Short Form is strongly correlated (.94) with the full-length PSI, which has demonstrated good predictive validity in studies of child abuse potential (Rodriguez & Green, 1997) . Internal consistency in the current study was also good (Parental Distress ϭ .82, Parent-Child Dysfunctional Interactions ϭ .81, and Difficult Child ϭ .81). Scores were analyzed continuously.
Traumatic Events Screening Inventory-Parent Report Revised (TESI-P; Ghosh Ippen et al., 2002). The Traumatic Events Screening Inventory-Parent Report Revised (TESI-P; Ghosh Ippen et al., 2002 ) is a 24-item parent-report measure of child exposure to potentially traumatic events. The TESI-P assesses child exposure to a range of traumas (including both experiencing and witnessing and, for some traumas, being confronted with trauma).
Violence Exposure Scale for Children-Revised. The Violence Exposure Scale for Children-Revised (VEX-R; Fox & Leavitt, 1995) was the primary measure of trauma exposure in children. The VEX-R is a 22-item self-report interview of exposure to violence for children ages 6 to 16 years old. Items are represented by cartoon depictions of violence (e.g., a picture of an angry man chasing a scared man). Media depictions of violence are explicitly excluded. The VEX-R demonstrated good internal consistency and external validity in a sample of low-SES African American children (Shahinfar, Fox, & Leavitt, 2000) . In the current study, internal consistency was good (.89).
Traumatic Events Screening Inventory for Children, Version 8.3. The Traumatic Events Screening Inventory for Children, Version 8.3 (TESI-C; Ribbe, 1996; Ford et al., 2002 ) is an 18-item structured clinical interview assessing exposure to potentially traumatic event in children ages 6 to 18 years old. The TESI-C generally corresponds with the TESI-P but does not directly question children regarding exposure to war/terrorism or suicide attempt of someone close, and this study did not include child self-report of sexual abuse or witnessing sexual abuse. The TESI-C was added to the research protocol later than the other measures in the study, resulting in fewer respondents.
UCLA PTSD index for DSM-IV, Parent and Child Versions. The UCLA PTSD index for DSM-IV, Parent and Child Versions (UCLA-P and UCLA-C; Rodriguez, Steinberg, & Pynoos, 1999) was the primary measure of PTSD in children for this study. The UCLA is a 21-item (parent-report) and 20-item (child self-report) interview of current (last month) PTSD symptoms in children. The UCLA-P and UCLA-C both yield a total symptom score, subscale scores for reexperiencing, avoidance, and hyperarousal symptoms, and two additional items assessing associated features of PTSD symptom expression in children, specifically self-blame and fear of repeated traumatization. The UCLA has demonstrated good internal consistency, test-retest validity and convergent validity (Steinberg, Brymer, Decker, & Pynoos, 2004 ). In the current study, internal consistency was good for both the parent-report (.89) and child self-report (.87). Scores were analyzed continuously.
Sample, Recruitment, and Procedure
Participants were adult women legal guardians and primary caretakers of at least one child between the age of 8 and 12 years old. Eligibility requirements for all phases of the study included ability to give informed consent. Exclusion criteria for mothers and children included intellectual developmental disorder, active psychosis, neurological disorder, autism spectrum disorder, and profound hearing or vision impairment. In cases of multiple eligible children, mothers were encouraged to choose the youngest eligible child. Written and verbal informed consent were obtained for all adult participants. Mothers also provided written and verbal informed consent for their children to participate, and children 11 years old or older provided written and verbal assent. Children 10 years old and younger provided only verbal assent. All procedures in this study were approved by the Institutional Review Boards of Emory University School of Medicine, Grady Hospital System, and Hughes Spalding Children's Hospital.
Mothers were recruited while waiting in primary care, obstetricalgynecological (OB/GYN), and diabetes clinics of a large, urban public hospital and an emergency department waiting area of an adjacent pediatric hospital. Recruitment was conducted during normal clinic hours. Participants were approached by a member of the research team and invited to participate in a study examining trauma exposure. Research team members in the emergency department waiting area did not approach individuals whose children were presenting with injury or life-threatening illness. Data were collected between 2009 and 2014.
Those adults who agreed to participate completed a battery of self-report measures, including the TEI and MPSS, which took 45-75 min to complete (largely dependent on the extent of trauma history and symptoms). Because of variable literacy between subjects, all self-report measures were obtained by verbal interview at all study phases. Each participant was paid USD$15 for this initial phase of the study and invited to participate in additional phases, including a 2.5 hour structured clinical interview to assess PTSD and depression (USD$60; see Gillespie et al., 2009 , for a description of the structured clinical interview) and a joint visit with her child to assess her child's trauma exposure and symptoms of PTSD, as well as self-report questionnaires related to parenting (USD$80 -100 and toy prize).
During this joint visit, mothers and children were interviewed in separate rooms. This visit lasted 2-3 hours. Mothers completed the CAPI, PSI, TESI-P, and UCLA-P and children completed the VEX-R, TESI-C, and UCLA-C. Data presented in the current study were collected during the initial visit and the joint motherchild visit. This document is copyrighted by the American Psychological Association or one of its allied publishers.
Data Analysis
Hierarchical multiple regressions were performed to examine the contributions of maternal lifetime trauma exposure and maternal current PTSD symptoms in predicting (a) CAPI Child Abuse Potential, (b) PSI Parental Distress, (c) PSI Difficult Child, and (d) PSI Dysfunctional Parent-Child Interactions. Additional hierarchical multiple regressions were performed to examine the contribution of maternal trauma and PTSD symptoms, CAPI Child Abuse Potential, child age and gender, and child self-report of trauma in predicting child self-report of current PTSD symptoms. One analysis was based on the VEX-R, and another was based on the TESI-C.
Results
Demographics
The study included 112 mother-child dyads, including 50 girls and 62 boys (see Table 1 ). The majority of women identified as African American and reported at least a high school education and a household monthly income less than US$1,000. The majority were biological mothers with legal guardianship. The remaining were biological relatives with legal guardianship. Legal guardianship by nonbiologically related parents was not an exclusion. All women in the study are referred to as mothers. The mean number of minors in the household was 2.98 (SD ϭ 1.85, range: 1-11), and the mean number of adults was 1.82 (SD ϭ .98, range: 1-6).
Trauma Exposure and PTSD Symptoms
Mothers. Nearly all mothers in this sample (97.32%) reported experiencing at least one type of trauma. Mothers reported high rates childhood maltreatment, including physical (25.89%) and sexual (58.93%) abuse, and witnessing violence between parents (47.32%). Mothers also reported high rates of adult exposure, including being attacked by a spouse or intimate partner (53.57%). Maternal trauma was significantly positively correlated with maternal PTSD symptoms (see Table 2 ).
Children. On the VEX-R and TESI-C, children reported exposure to a range of different kinds of family and community trauma (see Tables 3 and 4) . Both the VEX-R and TESI-C were significantly positively associated with child self-report of PTSD symptoms on the UCLA-C. Relative to girls, boys reported more frequent exposure to violence on the VEX-R, M ϭ 19.09, SD ϭ 1.42 versus M ϭ 14.91, SD ϭ 1.19, t(109.49) ϭ 2.26, p Ͻ .05. There was no difference in self-reported trauma on the TESI-C. Boys and girls did not differ in terms of or self-reported PTSD.
The TESI-C was added to the research protocol later than the other measures in the study, resulting in fewer respondents for the TESI-C (112 vs. 68). Compared to children who did not complete the TESI-C, children who did complete the TESI-C had mothers who reported lower PTSD symptoms, M ϭ 14.12, SD ϭ 12.05 versus M ϭ 19.49, SD ϭ 14.32, t(110) ϭ 2.14, p Ͻ .05. No other group differences were observed for child or maternal demographics, child or maternal trauma exposure, or parenting variables.
Convergence of Parent-Report and Child Self-Report of Child Trauma Exposure and PTSD
Parent-report of child trauma on the TESI-P differed from child self-report on the TESI-C in notable ways, including that children tended to report more exposure to natural disaster, less separation from family, and more witnessing serious verbal altercations/ threats within the family. Nevertheless, as shown in Table 2 , the TESI-C and TESI-P were significantly positively correlated. Parent-and child self-report of PTSD symptoms on the UCLA-P and UCLA-C were unrelated. Parent-report of child trauma on the TESI-P and parent-report of child PTSD on the UCLA-P were, however, significantly positively correlated with mothers' selfreport of trauma exposure and PTSD symptoms. On the TESI-P, mothers reported more types of trauma exposure for boys than for girls, M ϭ 7.14, SD ϭ 3.83 versus M ϭ 5.69, SD ϭ 2.59, t(107.01) ϭ 2.37, p Ͻ .05. No difference was observed between boys and girls for parent-reported child PTSD symptoms.
Maternal Trauma, PTSD, and Parenting
Maternal trauma was significantly positively associated with child abuse potential, parental distress, and perceptions of having a difficult child, but not with dysfunctional parent-child interactions. Maternal PTSD symptoms were significantly positively associated with child abuse potential and all three PSI subscales. In a hierarchical multiple regression predicting child abuse potential (see Table 5 ), both maternal trauma and PTSD symptoms significantly predicted increased child abuse potential, even accounting for the CAPI Faking Good Validity Index.
A hierarchical multiple regression predicting parental distress demonstrated that maternal trauma significantly predicted increased parental distress, even accounting for the PSI Defensive Responding Index, but when maternal PTSD was included, only PTSD, and not trauma, predicted increased distress. In separate hierarchical multiple regressions predicting dysfunctional parentchild interactions and perceptions of having a difficult child, neither trauma nor PTSD were significant predictors when accounting for the PSI Defensive Responding Index. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
Relationship of Maternal Trauma, PTSD, and Parenting to Child Trauma and PTSD
Maternal trauma was significantly positively associated with child self-report of trauma on the TESI-C, but not the VEX-R, and with child self-report of PTSD symptoms on the UCLA-C (see Table 2 ). Maternal PTSD, however, was not associated with child self-report of trauma on either the VEX-R or the TESI-C or with child self-report of PTSD symptoms on the UCLA-C.
Child abuse potential. Child abuse potential was not associated with child self-report of trauma on either the TESI-C or the VEX-R but was significantly positively associated with child self-report of PTSD symptoms on the UCLA-C. In a hierarchical multiple regression predicting child self-report of PTSD on the UCLA-C, when child age, child gender, maternal trauma, maternal PTSD, maternal child abuse potential, and child self-report of violence exposure on the VEX-R were included, only child abuse potential and child self-report of violence exposure on the VEX-R were significant predictors of increased child self-report of PTSD symptoms (see Table 6 ). a Child self-report of family arrest includes both witnessing and knowing about arrest. This document is copyrighted by the American Psychological Association or one of its allied publishers.
A separate hierarchical multiple regression based on the subsample of children who completed the TESI-C yielded nearly identical results. Only child abuse potential (B ϭ .04, SE ϭ .02, ␤ ϭ .29, p Ͻ .05) and child self-report of trauma on the TESI-C (B ϭ 2.54, SE ϭ .58, ␤ ϭ .49, p Ͻ .01) significantly predicted increased child self-report of PTSD symptoms.
Parental distress. Parental distress was significantly positively associated with child self-report of trauma on the TESI-C, but no other associations were observed between PSI subscales and child self-report of trauma or PTSD. Hierarchical multiple regression models that included parental distress instead of child abuse potential (based separately on the VEX-R or the TESI-C) demonstrated no association of parental distress to child self-report of PTSD symptoms.
Discussion
This study examined rates of and associations among trauma, PTSD, and problematic parenting in a community sample of lowincome, primarily African American mothers and children recruited from outpatient primary care, diabetes, and OB/GYN clinics of an urban public hospital and an emergency department waiting area of a pediatric hospital. We found that maternal trauma and PTSD both significantly predicted child abuse potential. Maternal trauma predicted parental distress but was better explained by maternal PTSD. Maternal trauma and PTSD did not predict dysfunctional parent-child interactions or perceptions of a difficult child.
The finding that maternal trauma and PTSD predicted child abuse potential is supported by studies of intergenerational patterns of abuse (Milner et al., 2010; Smith, Cross, Winkler, Jovanovic, & Bradley, 2014) . Trauma and PTSD may contribute to parental anger, impulsivity, and emotion regulation problems (DiLillo, Tremblay, & Peterson, 2000; Smith et al., 2014) , increasing frequency of negative interactions with one's child and exhausting psychological resources to moderate one's responses to those interactions (Bridgett, Burt, Edwards, & Deater-Deckard, 2015; Milner et al., 2010) . Maternal PTSD may also increase children's risk of exposure to traumatic events broadly (Chemtob, Gudiño, & Laraque, 2013; Roberts et al., 2012) , possibly due to an association of parental PTSD to family instability (Kessler, 2000) , This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
which mirrors the association in the current study of mothers' self-report of PTSD and parent-report of children's overall trauma. In the current study, maternal PTSD was not associated with children's self-reported trauma. Findings in Chemtob et al. (2013) were based on parent-report of child trauma and in Roberts et al. (2012) on self-report of trauma in adult offspring, suggesting that the absence of an association between maternal self-report of PTSD and child self-report of trauma in the current study could be due in part to differences respondents or child age. The finding that maternal PTSD was associated with increased parental distress is also consistent with a number of studies (Berz et al., 2008; McDonald et al., 2011) . PTSD symptoms may limit positive emotional experiences with one's child and increase worry about being able to protect one's child from harm. Parental distress did not, however, predict child self-reported PTSD symptoms. In a sample of African American and Latino children, parental distress mediated the relationship between child trauma and internalizing-but not externalizing-problems (Whitson et al., 2015) . Parental distress may be associated more narrowly with children's internalizing problems, perhaps because of an association with modeling parental negative affect (Goodman & Gotlib, 1999) , and PTSD in children is associated with both internalizing and externalizing behaviors (Javdani, Abdul-Adil, Suarez, Nichols, & Farmer, 2014) .
Maternal child abuse potential and child self-report of trauma, but not maternal trauma or PTSD, significantly predicted child self-report of PTSD. These findings echo findings in other studies of serious negative consequences of exposure to childhood maltreatment and violence (Margolin & Gordis, 2000) . Importantly, we found high rates of trauma exposure in both children and mothers relative to the general population. In a nationally representative sample of adults, rates of lifetime trauma exposure ranged from 66.38% to 83.66% with 76.37% of African Americans reporting at least one exposure (Roberts, Gilman, Breslau, Breslau, & Koenen, 2011 ). In the current study sample, 97.32% of adult women reported at least one type of traumatic exposure, with average of over five types of trauma per individual, including community and family violence, and every child in the study self-reported exposure to at least one trauma type.
This study highlights a need for families' access to relevant interventions. Mental health providers more often with either a parent or child, less often with both. Though parent-focused interventions can decrease harsh punishment and increase positive parenting, and child-focused interventions can reduce traumarelated distress, parent-child integrated treatment approaches may be more effective (Runyon, Deblinger, Ryan, & Thakkar-Kolar, 2004) . Integrated treatments, such as Parent-Child CognitiveBehavioral Therapy for Families at Risk for Child Physical Abuse (CPA-CBT) and Parent-Child Interaction Therapy (PCIT), decrease parental harsh discipline and increase positive parenting, and CPA-CBT may decrease child PTSD symptoms (Kjellgren, Svedin, & Nilsson, 2013) . Improving access to integrated treatments in low-SES communities (e.g., through home-based delivery, Gresl, Fox, & Fleischmann, 2014) represents an opportunity to interrupt intergenerational trauma-related mental health risk.
This study is not without limitations. Because data are crosssectional, no interpretations of causality or temporal primacy of trauma and PTSD relative to development of problematic parenting. Self-report bias may also impact findings. Participants likely minimize problematic or abusive parenting (Morsbach, & Prinz, 2006) , though we were careful to include available validity indices in the analysis to account for this minimization. Participants may also be prone to underreporting trauma, particularly childhood maltreatment (Widom & Shepard, 1996) .
Another limitation is the relatively weak association between parent-report and child self-report of PTSD symptoms. Mothers' reports of children's PTSD symptoms were more associated with self-reports of their own PTSD symptoms than children's selfreports. Such a finding is hardly unusual and is in line with many studies that include both parent and child respondents (Copeland, Keeler, Angold, & Costello, 2007; Meiser-Stedman, Smith, Glucksman, Yule, & Dalgleish, 2007) . Parents have more difficulty reporting on unobservable child symptoms (e.g., intrusive recollection) and are influenced by their own experiences. This discrepancy represents an ongoing challenge in research, as well as in practice. Nevertheless, child self-report PTSD, but not parentreport, is associated with child physiological reactivity, suggesting greater utility of child-reported symptoms in predicting distress (Gamwell et al., 2015) .
Despite these limitations, this study is potentially the first to examine trauma and PTSD with both mothers and children within a low-income, primarily African American sample and demonstrates the importance of maternal trauma and PTSD to problematic parenting, particularly child abuse potential, and the association of child abuse potential with children's PTSD, even accounting for children's other traumatic experiences. Even so, children's exposure to overall trauma remained a significant risk factor for PTSD. Child or family interventions should consider trauma and mental health factors for both parents and children.
